Changing dynamics in the health-care system as well as the role of health care personnel requires an authenticated and well-planned demographic data with reference to health as the demographic characteristics of the population are of fundamental importance because they define who receives care.
Socio-demographic data on health act as a guiding path in understanding disease profile to primary health care physicians i.e., doctors, nurses, Ayush workers, Anganwadi teachers, and emergency caregivers as they are the first persons to come in contact with the public at the local level. Understanding data on health gives an opportunity for primary care physicians to know the prevalence, trends of disease occurrence, care sought by the community, and also the economic impact of health, thereby providing primary health care physicians to establish well-balanced care. [9] Utilization is the actual attendance by the members of the public at health care facilities, which measures the number of visits per year or the number of people with at least one visit during the previous year, serves as an important tool for health policy decision-making. [10] In much of the literature, the terms demand and utilization are used almost synonymously; economists almost invariably use the term demand (meaning utilization) in their studies of the dental care market. Hence, the aim of the present study is mainly focused to determine the utilization of health care services in Tenali Mandal, Guntur (Dist.), Andhra Pradesh.
Objectives
• To document self-reported general health diseases that the population suffered in recent times. • To know the type of service received, place, avenue, and personnel involved in the delivery of health services. • To know the factors influencing the pattern of health care utilization.
Materials and Methods
A cross-sectional study was done to know the general health care utilization, profile, and pattern in Tenali mandal, Guntur, Andhra Pradesh.
Study area
According to 2011 census, Tenali mandal of Guntur district has a total population of 2,40,031 with an average sex ratio of 1,024; thus, for every 1,000 men, there are 1,024 females while 68.7% people lives in urban areas, 31.3% in rural areas, and the average literacy rate stands at 79.89% with 1,74,711 literates. [11] There are 9 villages, 2 peri-urban, and 1 town present in the Tenali mandal and following National Pathfinder survey 4 sites in 4 directions i.e., north, south, east, and west are taken from urban area and one site in any of the directions from each of the 9 villages and 2 peri-urban areas were selected for the present study.
Study population
Both male and females of age groups, 5, 12, 15, [35] [36] [37] [38] [39] [40] [41] [42] [43] [44] , and 65-74 years were considered as these age groups reflect significant periods of life cycle.
Sample size calculation
All the five age groups were selected from each site of 4 urban, 2 peri-urban, and 9 rural sites where 20 individuals from each group i.e., a total of 100 individuals from each site were selected resulting in sample size of 1,500, and for the age groups of 5 and 12 years, the questionnaire is administered to their parents/guardians. 
Sampling technique
National pathfinder survey (Stratified cluster random sampling).
Inclusive criteria
1) Both male and female subjects of WHO recommended age groups. 2) Subjects who are present on the day of the study.
Exclusive criteria
1) Non-co-operative and mentally challenged. 2) Who are non-residents of Tenali mandal.
Ethical clearance
Ethical clearance was obtained from the ethical committee of SIBAR institute of dental sciences with IEC protocol no: Pr. 35/ IEC-SIBAR/CIR/15 A, and informed consent were obtained from all the study participants prior to the start of the study, where the subjects are well ensured of the confidentiality of their responses.
Scheduling
The study was done between the months of July 2017-September 2017, where 20-25 subjects was interviewed per day while 15 min of duration were taken to gather information, per person.
Formulation of questionnaire
A pretested interviewer-administered questionnaire was used along with BG Prasad's classification for socioeconomic status owing to its applicability in both urban and rural areas, which is mainly depending on per capita monthly income. [12] Evaluation of psychometric properties of the questionnaire Initially, face validity was tested that signified the validity of the question and adequate representation of each and every aspect that totally balance the coverage of the issue. Further, content validity was checked to know whether the questionnaire covers the domains to be measured and it was done by quantifying seven expert's degree of agreement regarding the content relevance of the questions from the Department of Public Health Dentistry.
It was calculated by the formula:
Calculation of content validity ratio (CVR) [13] 
CVR = n − N/2/N/2
Where n is the number of experts who gave a rating of essential for an item N is the total number of experts
In the present study, the content value of the questionnaire is 0.7, which is adequate.
A pilot study was done in the month of March 2016 on a sample of 150 subjects, to check the feasibility of the study using a semi-structured, pretested, validated, interviewer-administered questionnaire. Through pilot test, the internal consistency of the questionnaire was tested and yielded a result of Cronbach's α value (0.81), which is satisfactory.
Statistical analysis
Statistical package for social sciences (IBM SPSS, Chicago) version 20.0 is used for the analysis, and P value ≤0.05 is considered as statistically significant. Statistical tests such as descriptives, Chi-square test, Spearman correlation, and binomial logistic regression were used for the analysis.
Results
The study sample comprised of 1,500 subjects who were equally divided among five age groups. Out of 1,500 subjects, 52.8% were females and 47.2% were males [ Table 1 ]; majority of them are unmarried (60.2%) with 60% of the study participants belonging to rural followed by urban (26.7%) and peri-urban (13.3%). In total, 51.3% has 4-5 members in a family and majority of the study population belonged to middle class (40.1%) with primary occupation as clerical, shop owner, and farmer, where 32.1% of them have primary school certificate, while predominant population follow a mixed diet (89%) and majority of them belonged to open category caste (53.1%), while 63.2% of them have below poverty line cards issued by the government of Andhra Pradesh [ Table 2 ].
In total, 71.7% of the study participants have utilized health services [ Table 3 ] with majority of them (44.5%) had availed services within last 6 months with prime reason of fevers (15.8%), followed by gastrointestinal problems (11.5%), metabolic problems (11%), and cardiovascular problems (10.4%) [ Table 4 ]. When asked about nearest available facility its distance and care sought from various places, 76.6% of them said that the nearest place being private hospital with distance less than 5 km from their residence (67.2%), while majority of them sought care from private clinics (52.84%), followed by primary health centers (11.53%). Among care sought from others, majority of them sought care from (6.05%) registered medical practitioner (RMP) followed by homeopathy (2.33%), and voluntary organizations (1.86%) [ Table 5 ].
The main reason for selection of particular health care provider/center was nearness (36.84%) followed by Doctors reputation (35.35%), whereas 50% of them reported that they were very much relieved from suffering after they sought care. However, 30.33% of the study population has spent 501-2000 INR for their last medical visit, while their primary mode of payment was out of pocket (73.02%) [ Table 6 ].
Majority of them reported that cold and cough (17.77%) followed by knee pain (17.03%) and fevers (14.07%) are the problems that suffered without taking care, while the main barrier for not seeking care was distance (17.03%), equal proportion of the population (16.29%) sought care for their problems through home remedies and over-the-counter (OTC) [ Table 7 ].
With 89.3%, 65-74 years age group subjects were found to be dominant in the utilization of health services followed by 82.7% of the 5 years age group, and the difference between the age group and health services utilization was found to be statistically significant (p ≤ 0.001, r = 0.76). Utilization of services in a lower class (97.70%) and lower-middle-class (94.70%) was found to be predominant, and the difference between the socio-economic class and health services utilization was found to be statistically significant (p ≤ 0.001, r = 0.114).
In total, 74% of the urban area population was found predominant in utilization of health services, and the difference between the place of residence and health services utilization was found to be not statistically significant (p ≤ 0.422, r = −0.32).
In total, 72.5% of the males were found higher in utilization of health services, and the difference between gender and the health services utilization was found to be not statistically significant (p ≤ 0.279, r = −0.017).
Health services utilization among 5 years age group was 0.755 times less when compared to 65-74 years age group, which is not statistically significant (p ≤ 0.260). Gender wise utilization revealed that males utilized 0.941 times less compared to females, which is not statistically significant (p ≤ 0.623); while for the place of residence, urban place was 1.332 times more utilizing the services when compared to rural place, which is statistically significant (p ≤ 0.059). On the basis of socio-economic status, the lower-middle-class utilized 0.412 times less when compared to lower class, which is not statistically significant (p ≤ 0.427); while for utilization among pink card ration, cardholders were 2.130 times more when compared to no cardholders, which is statistically significant (p ≤ 0.001) [ Table 8 ].
Discussion
Health is a universal human need across all cultures and groups. It has been established beyond doubt that optimal health cannot be attained or maintained independent of oral health. [14] Health service utilization is a multifactorial phenomenon and depends on various factors such as health conditions, socio-economic conditions, attitude, and financial conditions. [15] Utilization of health services Utilization of health care services in the present study was 71.7%, which was high when compared to other studies done by Saritha Vargese et al. (2013) . [16] The utilization of public health services was 36% in rural population, whereas it was only 25% in urban slums. However, 48% households utilized services from public sources in a study done by Sur D et al. (2004) , [17] and it was 26% in a study done by Gupte R.K et al. (1996) [18] among the slum dwellers.
Reasons and last time of medical visit
In total, 44.5% of the study population has sought care in the past 6 months. Fevers such as malaria, typhoid, dengue, and chikungunya which are of viral origin being the predominant reason for the medical visit, which occupied 15.8% in the present study, followed by gastrointestinal disorders (11.5%) and metabolic disorders such as diabetes (11%) and cardiovascular problems (10.4%). Fevers as the main health problem followed by the gastrointestinal problem was reported in a study done by Alastair Ager and Katy Pepper (2005). [19] Acute febrile illness can occur whenever some type of infectious agent invades the body, but it is especially worrisome in tropical and sub-tropical regions like India, where serious diseases loom. Therefore, the condition being acute has made them to utilize the services more when compared to others.
It was found that 85% of the deaths are related to cardiovascular problems alone in the state of Andhra Pradesh. Among them, 97% being under the below poverty line and only 3% above the poverty line, whereas 57% being males and 43% females. Most persons suffering from cardiovascular problems lie down between 48 and 58 years age group. [20] In rural areas, on average, a person spends around 6, 260 rupees for medication; whereas in urban areas, it was around 10,000 rupees, which accounts for 34% of their monthly income in urban areas and 27% among rural areas. It was estimated that by 2040, 13 crores people are going to suffer from diabetes. The reasons could be owing to genetics, lifestyle changes, lack of exercise, more carbohydrate diet, and finally, changes in the environment. [21] In the present study, there was 0.1% of the population suffering from the immunologic diseases such as HIV, and it was around 4% as per Guntur district statistics comprising of 3.31 lakh HIV patients, with an incidence of 3,672 cases between 2015 March and 2016 April in Guntur district. [22] Center/place for care sought
In total, 52.84% of the population sought care from the private clinics followed by primary health centers (11.53%), whereas 54% of the subjects preferred primary health centers for the treatment of leptospirosis in rural areas in a study done by Mathew G (2007) . [23] Astonishingly, 6.05% of the present study population sought care from RMP/informal providers; while in a study done by James Kisia et al. (2012) , [24] most participants (63.4%) reported that they utilized community health workers for malaria treatment.
People consult informal providers such as RMP's for a variety of common conditions, which include fevers, diarrhea, and respiratory problems according to studies done by Rohde and Vishwanathan 1995; [25] Kanjilal et al. 2007 ; [26] Gautham et al. 2011; [27] George and Iyer 2013; [28] and Meenakshi Gautam et al. 2014. [29] The private health sector has grown drastically during the post-independence period, and the contribution of the private sector was less than 8% at the time of independence (1947). By 2012, approximately 80% of healthcare services in India were provided by the private sector and it accounts for 85% of the health care professionals. The public sector currently provides about 20% of outpatient care services and over 40% of inpatient care. The planning commission has reported that in the private health sector incentives are tilted toward curative services and medical education. [30] Distance of the nearby health service provider
In the present study, 67.2% of them reported that the distance from the nearest service provider as less than 5 km, whereas rest 31.7% reported being more than 5 km. While in a study done by Pawan Kumar Sharma et al. (2008) , [31] 40% of them has reported that the nearest health service provider with proximity from their place was less than 5 km and the rest 60% reported more than 5 km.
Reasons for selection of particular health care provider/center Totally, 36.84% of the study population has said that accessibility/near was the main reason for selection of the particular center/provider followed by 35.35% of them reported reputation of the doctor as another reason for the choice of the center. In a study done by Saritha Vargese et al. (2013) , [16] 64.1% reported lower user fees followed by 18.4% near to house were the main reasons for the selection of a particular center. Reputation in terms of perceived quality-has been found to be one of the main determinants of utilization of a particular health care provider, and "recovery" is one of the most important criteria that patients use to judge the quality of services and choice of health service provision (Haddad et al. 1998 , [32] Alastair Ager and Katy Pepper. 2005). [19] In a study done by Pawan Kumar Sharma et al. (2008) , [31] the main reasons for selection of a particular hospital are inexpensive (87.9%) and skilled doctors (65.9%).
Mode of payment during their last medical visit
In addition, 73.02% of the population has used out of pocket as their main mode of payment for the services utilized. According to an annual report to the people on health by the ministry of health and family welfare, Government of India (December 2011) approximately 71% of the total health care expenditure in the country was borne by households out of their pockets, whereas the payment through the third party was common among western counterparts. Out of pocket expenditure was any direct outlay by households, including gratuities and in-kind payment to health practitioners and suppliers of pharmaceuticals, therapeutic appliance, and other goods and services whose primary intent was to contribute to the restoration or enhancements of the health status of individuals or population groups, as per the definition given by the World bank. [33, 34] Amount spent for last medical visit However, 30.33% of the study population has spent around 501-2000 Indian rupees on their last medical visit, whereas it was 1-500 Indian rupees for delivery of services in a study done by Pushpendra Kumar and Abha Gupta (2016) [35] ; while only 26.5% of them spent 501-2000 INR for the institutional delivery.
Experience with treatment received as perceived/told by subjects
Approximately, 69.77% of the study population has reported that they were very much relieved/satisfied after they sought [16] 18.4% reported that the treatment given by the public services were not effective.
Various medical problems of the participants who have not utilized the services
Common cold and cough are not considered as important to visit health care facility owing to the availability of OTC medications and home remedies, which was reported by 17.77%, while knee pains reported by 17.03% of the study population was considered as a common serious problem among aged persons.
Reasons for refraining from seeking medical care
Almost equal proportions of the study participants (17.03%) has reported that they like to try self-care and home remedies, proximity from the place, and OTC were the main reason for refraining from seeking medical care, whereas in a study done by Saritha Vargese et al. (2013) , [12] the reasons for not using public health services as 74% said that public services are free, but they take money and 18.5% have reported that the treatment was not effective.
While in other studies, the reasons for refraining from utilization of health are cost, perceived lack of quality, accessibility, transport, and financial constraints that also include lack of insurance. [36] [37] [38] [39] [40] 
Generalizability
The sampling process ensured the representativeness of the population and contributes to the internal validity of the study. However, the process of training and standardization that the research went through, and also by the high concordance obtained through kappa test ensured the reproducibility of the data. Non-availability of validated questionnaire necessitated the use self-developed questionnaire. The questionnaire utilized possessed good reliability and also adds to the internal validity of the study. Cross-sectional studies that inquire questions about the past require participant's ability to recall past events. In this study, recall bias was minimal, as it is believed that pain suffered owing to health problem was not likely to be soon forgotten.
Limitations
The results found in this study cannot be inferred to other population owing to differences in socioeconomic status, culture, and access to and use of health services found in India. The cross-sectional design of the study inherits a limitation; it does not allow the determination of the causal relationship between the variables investigated and the outcome. Although a short-time frame was used, recall bias was inevitable.
Conclusion
There is an utmost need to minimize barriers of utilizing the services by motivating people and making them aware about the health problems so that they develop a positive attitude toward health care utilization. Changing the perception toward health, undertaking an effective program to build science transfer, increasing workforce by strengthening the safety net system, and successfully partnering in all levels of society can bring healthy life. Pliability and acclimatization to change will be essential in the medical education in the future while analyzing the profile and patterns of the disease will help to reduce the economic impact of health and also helps in providing well-balanced care, while it also aids to reduce the variations in performance among physicians to deliver quality health care.
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